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A Q00 Initial Comments AQCO

Abiennial licensure survey with Limited Nursing
Services and Limited Mental Health was
conducted on .. ... .. Paradise Retreat
Assisted Living Facility had Licensure deficiencies
found at the time of the visit.

A 009 58A-5.0181(3) FAC Admissions - Admission A009
Package

{3) ADMISSION PACKAGE.

{a) The facility shall make available to potential
residents a written statement(s) which includes
the following information listed below. A copy of
the facility resident contract or facility brochure
containing all the required information shall meet
this requirement.

1. The facility * s residency criteria;

2. The daily, weekly or monthly charge to reside
in the facility and the services, supplies, and
accommodations provide by the facility for that
rate;

3. Personal care services that the facility is
prepared fo provide to residents and additional
costs {o the resident, if any;

4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;

5. Food service and the ability of the facility to
accommodate special diets;

8. The availability of transportation and additional
costs to the resident, if any;

7. Any other special services that are provided by
the facility and additional cost if any;

8. Social and leisure activities generally offered
by the facility;

9. Any services that the facifity does not provide
but will arrange for the resident and addiional
cost, if any;

10. A statement of facility rules and regulations
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that residents must follow as described in Rule
58A-5.0182, FAC,
11. Astatement of the facility policy concerning

i pursuant to Section
429.255, F.S. and Rule 58A-5.0186, FAC, and
Advance Directives pursuant to Chapter 765, F.S.
12. If the facility aiso has an extended congregate
care pregram, the ECC program ' s residency
criteria; and a description of the additional
personal, supportive, and nursing services
provided by the program; additional costs; and
any limitations, if any, on where ECC residents
must reside based on the policies and
procedures described in Rule 58A-5.030, FA.C.;
13. If the facility advertises that it provides special
care for persons with ... cand
related , & written description of those
special services as required under Section
428.177,F.8.; and
14. A copy of the facility ' s resident elopement
response poficies and procedures.
{b} Prior to or at the time of admission, the
resident, responsible party, guardian, or attorney
in fact, if applicable, shall be provided with the
following:
1. Acopy of the resident ' s contract which meets
the requirements of Rule 58A-5.025, FAC;
2. Acopy of the facility statement described in
paragraph {a) of this subsection if one has not
already been provided;
3. Acopy of the resident ' s bill of rights as
required by Rule 58A-5.0182, FA.C, and
4. AlLong-Term Gare Ombudsman Council
brochure which includes the telephone number
and address of the district council,
{c) Documents required by this subsection shail
be in English. If the resident is not able fo read, or
does not understand English and translated
documents are not available, the facility must
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Continued From page 2

explain its policies to a family member or friend of
the resident or another individual who can
communicate the information fo the resident.

This Statute or Rule is not met as evidenced by:
Based on document review and staff interview,
the facility failed to provide a a copy of the
resident ‘s bill of rights in the admission packet as
required by Rule 58A-5.0182, F.AC.

The Findings include:

Acreview of the admission packet on

revealed there was not a copy of the residents bill
of rights in the admission packet.

During an interview with the administrator on

at 2:45 PM she stated the ALF does not
have a copy of the resident's bill of rights to
provide the residents families. She stated the bill
of rights is posted on the wall near the front door
and she was not aware it needed to be inciuded
in the admission packet.

Class il

58A-5.018(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable ... ..
including ... Freedom from

«must be documented on an annual
basis. A person with a positive ... . test
must submit a health care provider ' s statement
that the person does not constitute a risk of

AQ09

AQ78
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communicating - ... ... Newly hired staff

does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable
. hefshe shall be removed from duties
untit the administrator determines that such
condition no longer exists.
{b} All staff shalt be assigned duties consistent
with his/her levet of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. Al staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
(c) All staff must comply with the fraining
requirements of Rule 58A-5.0181, FAC.
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shail
specifically describe the services the staffing
agency or contractor will be providing to
residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and
2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on document review and staff interview the
AHCA Form 3020-0061
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facility failed to provide evidence of a statement

from a health care provider showing staff do not

have any signs or symptoms of a communicable
:in 2 of 3 employee files reviewed,

The findings include:

1) The file of Staff Bwith a hire date of .
did not contaln a statement from a health care
provider indk g freedom from cc icable
... The file of Staff C, with a hire date of

, did not contain a statement from a
health care provider indicating freedom from
communicable Both files contained
statements of a negative result only.

2) During an interview with the Administrator on

at 3:15 PM she stated the files of Staff
A and Staff B do not contain a statement from a
health care provider evidencing freedom from
communicable

Class ll
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ROREA FOR HEALTH CARE ADMIRESTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY
2014
Administrator
Paradise Retreat Assisted Living Facility, LLC
5626 Soutel Drive

Jacksonville, F1 32219
Dear Administrator:

This letter reports the findings of a state biennial licensure with Limited Nursing Services and Limited Mental
Health survey that was conducted on . 2014 by a representative of this office.

Attached is the provider’s copy of the State (5000-3547) Form, which indicates the deficiencies that were
identified on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these
deficiencies within thirty days of the date of this letter unless the Agency has approved another timeframe.
Staff from this office will conduct a review after 2014 to verify that the necessary corrections are in
place to correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

http://ahca.myflorida.com/Publi s/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at

Sincerely,

%M\Qu

Jana Meyering, QIDP
Health Facility Evaluator Supervisor
Division of Health Quality Assurance

JS/MM/sm
Enclosure

Headquarters

2727 Mahan Drive
Taltahassee, FL 32308
http:/fahca. myfiorida.com

Jacksonville Field Office

921 N. Davis St, Bidg. A, Suite 116
Jacksonville, Fl. 32209

Phone (904) 798-4201; Fax (904) 353-6054




